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G 000 INITIAL COMMENTS G 000

 This visit was a Home Health federal 

recertification survey.  This was a partial 

extended survey.

Survey Date:  9/18/12 to 9/21/12

Facility #:  012169

Medicaid #: NA

Surveyor:  Tonya Tucker, RN, PHNS

Census:  61

Quality Review: Joyce Elder, MSN, BSN, RN

September 25, 2012

 

G 158 484.18 ACCEPTANCE OF PATIENTS, POC, 

MED SUPER

Care follows a written plan of care established 

and periodically reviewed by a doctor of medicine, 

osteopathy, or podiatric medicine.  

This STANDARD  is not met as evidenced by:

G 158 10/4/12

 Based on clinical record review and interview, 

the agency failed to ensure home health aide 

(HHA) services had been provided as ordered by 

the physician on the plan of care in 2 of 11 

records reviewed. (#2 and #9)

Findings:

1.  Clinical record number 2 included a plan of 

care established by the physician for the care 

provided 08/18/2012 to 10/16/2012 that 

evidenced home health aide services were to be 
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G 158 Continued From page 1 G 158

provided 2 hours per day, 1 day per week, for 1 

week and 2 hours per day, 3 days per week, for 8 

weeks.

A.  The record evidenced HHA services had 

been provided for 2 days for the week of  

08/19/12 to 08/25/12.

B.  On 09/18/2012 at 1:15 PM, the alternate 

administrator, employee B, indicated no 

documentation of the missed visit could be 

located.

2.  Clinical record number 9 included a plan of 

care established by the physician for the care 

provided 07/20/2012 to 09/17/2012 that 

evidenced home health aide services were to be 

provided 4 hours per day, 7 days per weeks.

A.  The record failed to evidence HHA 

services had been provided on 07/29/2012 and 

08/31/2012.

B.  On 09/21/2012 at 11:45 AM, employee B 

indicated that no documentation of HHA missed 

visits for these dates could be located.
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